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We describe a novel approach to reconstruction of the superiorly
placed hypoplastic nipple areola complex (NAC) with the aim of
retaining sensation of the nipple and avoiding scars on the upper
pole of the breast. We used this novel approach for a 38 year old
lady with right sided Poland sequence. She had a previously
(ruptured) subcutaneous right breast implant and subsequent DIEP
breast reconstruction. The hypoplastic NAC remained superiorly
placed. Nipple reconstruction was then performed, along with su-
perior pole breast lipoﬁlling and a left sided symmetrising mas-
topexy. A modiﬁed CV ﬂap was used to reconstruct the right nipple
using stored cartilage (from previous DIEP surgery). The new
nipple was sited close enough to the existing hypoplastic NAC to
allow it to be incorporated into the new areola, which was recon-
structed with an areola graft from left breast. The theory is that the
hypoplastic nipple would be disguised in the reconstructed areola
with the appearance more like a montgomery tubercle than a NAC.
The patient retains neurovascularity and hence sensation within
this area, and there is no need for any scars above the NAC.
Although, complicated by some ﬂap and graft necrosis and need for
post-operative tattooing to improve cosmesis, we would advocate
the use of our technique with some minor adjustments.
© 2016 The Authors. Published by Elsevier Ltd on behalf of British
Association of Plastic, Reconstructive and Aesthetic Surgeons. This
is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).Nov 2015.
.uk (J. Goodenough).
er Ltd on behalf of British Association of Plastic, Reconstructive and Aesthetic
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
J. Goodenough et al. / JPRAS Open 7 (2016) 8e11 9Dear Sir,We would like to share our novel approach for nipple areola complex (NAC) reconstruction in a
patient with a superiorly placed hypoplastic (rudimentary) NAC. Our female patient has right sided
Poland sequence/syndrome. She originally presented to the breast clinic 2 years ago, aged 38, dissat-
isﬁed with her ruptured subcutaneous implant breast reconstruction that was performed 20 years ago.
In the ﬁrst instance this was replaced with a tissue expander while options of reconstruction were
considered. Computed tomography (CT) and magnetic resonance imaging (MRI) scans conﬁrmed the
presence of internal mammary vessels, Latissimus Dorsi (LD) and the absence of Pectoralis Major. A
pedicled LD breast reconstruction was deemed unsuitable due to the possibility of further shoulder
instability in the complete absence of the Pectoralis Major. A CT Angiogram showed adequate Deep
Inferior Epigastric Perforators (DIEP) and she underwent an autologous DIEP breast reconstruction to
replace the tissue expander as the ﬁrst stage of reconstruction.
Her DIEP breast reconstruction provided an adequate breast mound matching a similar volume to
the developed contralateral breast. The most pronounced residual deformity was her hypoplastic
superiorly placed NAC [Figure 1]. Therewas also the lack of an anterior axillary fold, deﬁciency in upper
pole fullness and infraclavicular fullness due to the absence of the Pectoralis Major. These factors were
addressed in the second stage of surgery which involved right sided NAC reconstruction, right sided
superior pole breast lipoﬁlling and a left sided symmetrising mastopexy.
When considering NAC reconstruction the desirable outcomes are to achieve an appropriate and
symmetrical position, satisfactory cosmesis and permanent nipple projection.1
Scar free upper and medial poles are of particular importance as these areas may be regarded as the
socially visible areas of the breast. Additionally, ‘hidden’ scars around anatomic subunits e.g. areola are
preferred. In this case we also felt it would be desirable to retain neurovascularity and hence sensation
of the existing rudimentary NAC. We therefore adhered to these principles.
At the second stage of reconstructive surgery a completely new right nipple mound was recon-
structed using a modiﬁed ‘CeV’ ﬂap (‘arrow ﬂap’) as described by Rubino.2
To preserve adequate projection of the nipple, we use banked 3rd costal cartilage from the previous
DIEP ﬂap operation (taken when exposing internal mammary vessel for microanastamosis). The
cartilage is shape into a peg and place beneath the nipple reconstruction [Figure 2a] in a method
similar to that described by Guerra.3Figure 1. Pre op second stage of breast reconstruction.
Figure 2. Intraoperative steps of NAC reconstruction. a. Raising ‘CeV’ ﬂap and placement of cartilage graft, b. Nipple mound
reconstruction with de-epithelialized area for areola graft, c. Adjustment suture to bring native NAC in closer proximity to neo-
nipple to become disguised in the neo-areola, d. Complete reconstruction with areola grafting.
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aesthetically pleasing site on the breast mound; achieving symmetry with the contralateral NAC after
mastopexy and a site close enough to the natural NAC so that the natural (hypoplastic) NAC could be
incorporated in the reconstruction to be disguised as areola. Our novel approach principle is to retain
the native hypoplastic NAC by disguising it in the superior aspect of the reconstructed areola.
The contralateral breast mastopexy provided areolar graft for the areola reconstruction. The area for the
new areolar (surrounding the reconstructed nipple) was de-epithelialized but the natural NAC was left
intact to merge in with the areola graft [Figure 2b]. Subcutaneous 2-0 PDS sutures were placed in the de-
epithelialized dermis to approximate the original NAC closer to the newly reconstructed nipple [Figure 2c].
The theory is that the hypoplastic nipple would be disguised in the reconstructed areola with the
appearancemore like amontgomery tubercle than a NAC [Figure 2d] and future tattooing of the central
neo-nipple would be planned post operatively. Unfortunately, the post-operative result was compro-
mised by partial nipple mound and areola graft necrosis. This resulted in some loss of projection of the
reconstructed nipple mound. We were also disappointed as the native NAC was not quite as well
disguised as we hoped; and concluded that a learning point would be to have taken the de-
epithelialized area and areola graft right to the edge of the native NAC and also to have lowered the
native NAC by excising more native skin below. A secondary revision procedure was performed to
better position the native NAC by excising a small amount of areola graft (inferiorly) and skin (laterally)
[Figure 3]. Additionally, with future tattooing we would hope to merge the native NAC with the
reconstructed areola to better improve cosmesis.
Our technique ensured that NAC neurovascularity and hence sensationwas retained. It negated the
need for scars above the NAC or for complete removal of the native NAC. There is a paucity of academic
Figure 3. An 18 month post operative photo (after a secondary revision procedure).
J. Goodenough et al. / JPRAS Open 7 (2016) 8e11 11literature describing the management of the superiorly placed hypoplastic NAC in patients with
congenital breast deﬁciencies.4
We believe this technique has not been described previously and would therefore like to share our
novel approach to NAC reconstruction for patients with hypoplastic NAC's. We would employ this
technique again with minor adjustments.
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